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Abstract 
Objectives:  
To examine how organizational factors affect good care and mistreatment of older people in 
care homes. 
Methods: 
Eight residential care homes for older people (including private sector, local authority and 
NHS providers) took part in a participatory observation-based study of organizational factors 
affecting care quality.   
Results 
Grouping organisational factors into infrastructure, management and procedures, staffing, 
resident population characteristics and culture we show the context sensitive nature of 
interactions between these factors.   These interactions could enhance care quality where 
factors combined positively.  Conversely, they could amplify difficulties where one factor 
came to undermine another, thereby limiting care quality. 
Conclusions 
This analysis provides empirical insights into how and why similar sector-wide changes to 
care provision have differential effects at the care home level.  It indicates the situated and 
unpredictable ways in which organizational factors interact, implying the need for locally 
contextualised quality assessment and improvement actions. 
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Introduction  
Understanding the prevention of mistreatment (abuse, neglect and loss of dignity) of older 
people in institutional settings is  proving challenging 
(1, 2)
 with its prevalence argued to be as 
high as 24% 
(2, 3)
.  Research on reducing mistreatment has mainly focused on associations 
between mistreatment and discrete, individualised factors, such as  carer skills and training 
(4)
 
with few studies of organizational factors which might persistently underpin mistreatment. 
(2, 
5)
 
This study focused on the organizational dynamics affecting care quality in residential care 
homes in the United Kingdom.   As a precursor to the field study, a structured review of the 
literature (including nine investigation reports into mistreatment of older people) identified 
five organizational factors associated with mistreatment. Broadly, these related to
 
infrastructure, management and procedures, staffing, resident population characteristics and 
culture. 
   
With regard to infrastructure, the following problems were identified; overcrowding, lack of 
equipment and poor physical environments have been associated with mistreatment. 
(6)
  
Examination of coroners’ reports on deaths of elderly nursing home residents identified 
unchanged bed-linen, strong odours of urine or faeces and food hygiene issues as markers 
(7)
. 
Management and procedures were implicated with inquiries regularly highlighting both poor 
leadership and inadequate policies 
(8-10)
 alongside overly bureaucratic and instructive 
management styles 
(11)
 as contributing to mistreatment. A recent study in Finland 
demonstrated how routinised care of older people detracted from care quality
(12)
. 
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Staffing experiences affect performance. Breen et al. 
(13)
 linked performance of nursing 
homes to the performance of staff arguing that staff mix, remuneration and nursing home 
resources have an impact on the motivation and self-esteem of staff.  Buzgova et al. 
(5)
 found 
associations between mistreatment and staff dissatisfaction with their working environment, 
inadequate training and burnout.   
Changes in the characteristics of the resident population had a significant effect on the nature 
of care. One investigation into mistreatment in a UK nursing home 
(14)
 found that an increase 
in the proportion of residents with high levels of need led to poor care.  It has been argued 
that under-resourcing for care of people with needs resulting from dementia is a ‘structural 
cause of neglect in German nursing homes’(15) (p15).  Physical abuse of older people resident 
in nursing homes has been associated with cognitive and behavioural difficulties and previous 
victimisation.
(2)
 Residents can also be at risk of abuse by other residents 
(16, 17)
.  
The importance of organizational culture for promoting or undermining care quality has also 
been demonstrated. 
(1)
  Closed, inward-looking cultures with few new ideas or expectations 
have been a feature of abusive care systems. 
(6, 11, 18)
  UK investigations highlighted both 
geographical and organizational isolation and restructuring, unrealistic targets and threatened 
closure as associated with cultures of mistreatment in health and social care settings 
(14, 19)
. 
Such evidence suggests that the interaction between organisational factors rather than the 
presence of any one organisational factor will distinctively influence the experience of 
institutional care. We briefly describe our study method then provide empirical examples to 
indicate how these organizational factors interact in care homes and consequent effects on 
care quality.    
 
4 
 
Methods  
Beyond identifying organizational factors commonly associated with mistreatment, the study 
sought to understand how these factors affected care quality.  Observation methods linked to 
a participatory approach were used to ensure that the concerns and experiences of those most 
centrally affected, older people in residential care, would be systematically reflected 
throughout the project, from development to data collection and analysis. 
(20)
  Older people 
involved in researching were over 60 years old and either had direct personal experience of 
the residential care, or shared characteristics of people needing such care. Older people were 
involved in three ways: as expert consultants on an advisory panel, as peer researchers who 
co-collected and co-analysed data with the university-based researchers, and as key 
informants with unique perspectives about their care and treatment within the sample of care 
homes.  The panel consisted of 5 older people living in care homes and 4 family carers of 
older people living in care homes.  Peer researchers (older people with experience of 
supporting relatives or others living in institutional care) were trained in research skills and 
supported to take part in data collection, analysis and findings development.  The training 
focused on practical research skills; interviewing, non-participant observation and data 
analysis, informed by the peer researchers’ perspectives and priorities.  Sessions were 
interactive, encouraging peer researchers to draw on their own experience.  Peer researchers 
were financially reimbursed.  This participatory organisational research approach facilitated 
expression from multiple viewpoints (20).  For example, in relation to the use of hoists, four 
competing viewpoints coexisted; residents disliked the use of hoists because of discomfort 
and cost to dignity while relatives believed that hoists protected the residents from falls. In 
contrast, care staff thought they could protect against back injuries and managers thought 
they provided protection against litigation.  Incorporating these competing viewpoints helped 
promote a deeper understanding of the co-production of care quality 
(21)
 through comparative 
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analysis of eight case studies. 
(22)
 The eight residential care homes were purposively selected 
for their contrasting socio-economic situation (deprivation, affluence, ethnic 
diversity/homogeneity, urban/rural), and organizational arrangements (size, ownership, type 
of care, funding, inspection report rating and resident population). Table 1 shows the 
characteristics of the care homes. 
[INSERT TABLE 1 ABOUT HERE]   
Primary research was conducted between November 2009 and May 2011. It included 
observations by university-based and peer researchers of the organizational infrastructure, 
environment and the lived experience of staff and residents alongside interviews with staff, 
residents and relatives.  Institutional documents, such as policies and protocols, were 
analysed.  Each case study was carried out over a period of 4-6 weeks.  Observations were 
written in field notes and interviews digitally recorded.  Data was transcribed and indexed for 
analysis.   Iterative early analysis was integral to data collection and reflective notes were 
recorded and indexed.  Initial within-case analysis followed, involving peer researchers and 
the university based researchers using both inductive, thematic analysis and deductive 
analysis.  The deductive analysis examined data relating to the five organizational factors.  
The inductive analysis began with 2 peer researchers and 1 university researcher carrying out 
a thematic analysis of interview transcripts from the first two case studies.  The resulting 
themes were used in regular meetings of the university researchers to analyse further 
transcripts, deepening and further defining the themes.  Propositions were developed which 
guided data collection in subsequent case studies.  This process was repeated through the 
series of case studies and ‘recursive cycling’ used to test propositions by comparing to data in 
other case studies in a cyclical fashion. 
(22)
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Ethical review of the study was provided by the National Research Ethics Service 
09/HO306/63.  The care setting was the home of the residents and the work place of the staff, 
so it was particularly important that on-site research activity was only carried out with 
consent of those whose lives and work would be affected.  Consent was negotiated with all 
residents, relatives and staff members observed or interviewed.  In order to include people 
with cognitive impairment as a result of dementia in the research it was designed to comply 
with Mental Capacity Act (MCA, 2005). Consent (or advice, MCA) was obtained for 167 
people to be observed, 147 people gave consent and were interviewed.      
 
Results  
Interactions between organizational factors were examined with respect to care from the 
perspective of the residents.  Rather than imposing external measures of care quality, 
resident-centred, contextualised definitions of the care experience were prioritised.   The 
study revealed how organizational factors interacted to create unique systems within which 
good quality care might be compromised: similar organizational factors did not necessarily 
have the same effect.  For example, the use of agency staff in one home brought expertise and 
experience (Poppy Fields) while in another home it added to the work load of regular staff 
(Crocus Row). We begin by outlining care quality from residents’ perspectives before 
illustrating how changes to organizational factors could interact to destabilise or stabilise care 
quality.  
Care quality from residents’ perspective 
Care quality was ordered into a specific hierarchy: First, feelings of safety and security were 
of paramount importance.  Residents wanted to be sure they would not be moved from their 
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care home (e.g. for financial reasons) and expressed fears of residents’ and staff behaviour. 
Such concerns had a direct bearing on the choices made by residents about how to address 
any worries about their care. Second, managing toilet needs was a consistent and pressing 
concern.  Despite considerable attention to this task, there remained significant anxiety for 
residents, as a result of delays in getting to the toilet, at several sites.  Third, the importance 
of meaningful relationships was emphasised by residents who were upset at being talked 
down to or having a ‘goodnight’ go unanswered by staff.  Residents also emphasised the 
importance of maintaining relationships beyond the care home.  Relationships with other 
residents were also important.  Where these aspects of life were successfully addressed, the 
possibility of more active engagement both in the home and outside came to the fore as 
important and valued parts of the experience of care.   
Organizational factors at work - destabilisation 
Variation in care experiences in care homes was not explained by the presence or absence of 
single organizational factors.  Rather, each factor could magnify or cancel out positive or 
negative effects of other factors.  The following examples demonstrate how interactions 
between staffing and other factors affected care quality. 
Daisy Court operated ‘for profit’ and provided residential care to 60 people.  A pared-down 
staff-resident ratio was achieved through a twelve hour shift rota without staff overlap 
between shifts.  Handover was based mainly on written records of care.  Staff were tired at 
the end of the long shifts and any face-to-face handover that did take place was unpaid.  
There was a high workload and limited time to communicate between staff, ‘You don’t go to 
the care files.  They’re locked in the office and you have to sort of go straight to what you’re 
doing’ (Jane, Care Assistant, Daisy Court). Staff cared for different groups of residents on 
each shift: 
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‘ …you don’t know whether you’re coming or going because you don’t get [the rota] until 
right last minute and so you can’t turn your life around…’ (Kelly, Care Assistant) 
While this allowed flexibility in the face of staffing shortages it contributed to reduced access 
to vital information about residents. As a result, residents went without essential mobility 
aids, a resident had a second fall as she was given the wrong footwear.  Instances of neglect 
were reported, but staff lacked confidence in the efficacy of the manager.  Turnover of staff 
and management was high and problems in recruiting staff seemed to contribute to the 
manager’s reluctance to challenge staff.  Training in dementia care, was available but there 
was difficulty getting staff to attend even mandatory training.  
Nevertheless, staff were caring at times; 
‘Janet she is second to none she is and how she puts my mum, how she baths her, it is its 
remarkable’ (Sophie, daughter of a resident, Daisy Court).    
And; 
‘…they give you that little tiny bit more attention, you know, so it’s more like family, it’s 
lovely, I don’t feel as if I’m a nuisance to them’. (Lilly, Resident)   
However, there were aspects of care that were worrying;  
‘Well this lady that got me ready last night when I was in bed I thought to meself she’s 
frightened me because she was so abrupt I don’t mean anything wrong but she was so abrupt 
and I thought I’m frightened of her.’ (Lilly, Resident) 
It was also clear that her choices were constrained;  
 ‘..I wished I could get up [at 5.30] but they’re all so busy you see at that time, [they] can’t 
can’t see to you.... it’s a long time it’s just I’m desperate to go to the toilet of course you 
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know because I’ve been in bed since 8 o’clock or half past eight so it’s a long night…‘til next 
morning’ (Lilly, Resident) 
Good care was fragmentary, with poor care experiences in evidence.  Positive organizational 
elements which included; a number of highly skilled and motivated staff, potentially strong 
community links, clear policies and access to training were not effective.  Staff were 
frustrated about instances of poor care and tended to either focus on the good quality work 
they personally could do, challenging management to bring about change or become 
hardened to some practices, not recognise that they were at times providing poor care.   
It could be argued that leadership was problematic element in this example, yet, replacement 
in isolation did not provide a solution; there had been regular, recent managerial 
replacements. There were inherent tensions in the managerial role, which on the one hand, 
required clinical and care leadership within company policies on staff ratios and shifts, and 
on the other, required commercial enterprise in selling bed space.    
Crocus Row provided a useful comparator, in which limitations in infrastructure, rather than 
recruitment and company-set establishment levels, adversely affected staffing.  Crocus Row 
was a care home in the public sector, which had changed eligibility to include people with 
complex physical needs.  The subsequent building alterations  had design faults. En-suite 
toilets were not accessible for residents’ assisted use and there were insufficient rooms in 
which hoists could be used.  As the needs of residents changed more quickly than the overall 
infrastructure could be adapted, some residents with high levels of physical needs lived in 
non-adapted rooms.  Care staff therefore had to assist with transfers of residents into and out 
of bed where hoists would not fit under the bed.  There were a number of staff on sick leave 
with work-related physical injury.  Staff were being asked to cover the shifts of staff on sick 
leave and as the work demands rose they were becoming more tired and prone to injury 
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themselves.  The home used agency staff but these were not well-integrated into the work 
team.  The high turnover in agency staff increased the workload for regular staff as new 
employees relied on regular staff members to show them stored equipment and to answer 
questions about individual residents’ needs. 
 Meeting the changing resident population needs in a constrained physical environment 
increased the pressure on care staff, resulting in staffing shortages and use of agency staff 
which in turn impacted on care.    Here, however, the impact on care was not as wide spread 
or as negative as in Daisy Court. The presence of a core group of staff acted to improve care.   
Residents expressed a sense of control over their care. ‘I talk to my carer about what I need 
and she does it for me.’ (Robert, Resident).   
The resident-centred ethos and stable core group of staff acted as a stabilising force in the 
system to limit the negative effects of poor infrastructure and resulting staffing problems.   
Organizational factors at work - stabilisation 
Organizational factors also interacted to produce stabilising effects on care quality.  For 
example, Sunny Rose, provided care in an old building which, while attractive, offered 
marked environmental constraints: narrow corridors and steps that were difficult for some 
residents to negotiate. To manage risks of falling, rules about carers assisting residents’ 
mobility had been developed and as a consequence, at times of peak need, residents might 
have to wait for a long time: 
‘The two care assistants approached the resident saying her name and saying ‘ready’, ‘are 
you ready to go to bed’. The resident said, ‘I have been ready for so long, I have been waiting 
an age I have’. The care workers then pointed out to her that she was asked an hour earlier if 
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she wanted to go to bed and she said no, because she wanted to have a drink.’ (Field Note, 
Sunny Rose).    
This exchange illustrates not only the frustration of waiting for help, but also the tendency for 
staff to assert their definitions and shift responsibility onto the resident.  Another resident, 
however, had been able to raise his concern with the staff: An 86 year old man who had lived 
in two care homes previously described his needs for sensitivity in personal care: 
‘when I first came, I’d press my bell and nothing would happen, 20 minutes say, half an hour’ 
(Sidney, Resident). The staff and the resident had been able to find a way to address his 
concerns, even though the ratio of staff members to residents on shift was one of the lowest in 
the study.  This was helped by a culture supporting openness in dealing with problems:  
‘we have had somebody that didn’t want ... help ... even though they really needed it, but   
that was talked very closely with the family and the doctor.... there was an action plan to how 
to deal with it so you knew what you were doing’ (Alex, Care Assistant) 
Shifts were arranged with a higher staff ratio in the morning when the demands were highest.  
At those times, managers and domestic staff also provided direct care work.  The staff team 
was close-knit and loyal with high retention.  Although the home was in a small town in a 
rural area where there could be potential recruitment challenges, the innovative support for 
new young members of staff to study for basic educational qualifications was part of 
workforce development and created positive employer/employee relationships.  The owner-
manager was involved in the day-to-day running of the home, and was also able to take 
decisions quickly and independently.       
Meeting the physical needs of individuals in a dignified way was given priority in this home.  
A proposition from the early analysis was that there was a staff norm that to care you had to 
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be always visibly active.  High workloads, routine-led care and an emphasis on physical care 
were countered by good team relations, an involved manager, clear and well-followed 
policies and procedures for staff supervision and a culture of openness for dealing with 
concerns.  Close personal involvement generated high levels of motivation and shared sense 
of purpose which could then shape certain challenging elements, such as constraints in the 
built environment, staff resident ratio and workforce availability.  This created a robust 
system in which the care experience was consistent and largely positive.     
Organizational factors at work – stablilizing/de-stabilizing 
A further case study showed how different organizational factors, in combination, might 
stabilise care in one area and destabilise in another..   Tulip Grange, like Sunny Rose, was in 
a converted old building.  Here, however, there had been frequent changes of ownership and 
manager.  The building and grounds appeared unkempt.  Residents could not access the 
garden because of broken locks on doors, lack of suitable paving and shortage of staff time. 
The carpet in the main lounge area, although regularly cleaned, was soiled and the 
researchers noted there was frequently an unpleasant odour. 
‘Smell of urine, in the lounge and hall.  A visitor mentioned this to the deputy manager and 
was told this was the drains.  To me this was a different smell.’ (Field Note, Tulip Grange) 
The number of residents was currently below the capacity and registration of the care home, 
raising questions of financial viability for the home.  The home was struggling to deal with 
staff shortages arising from difficulty recruiting staff in the rural area. 
‘Conversation in senior’s office, planning the staff rota…..Deputy manager said she was 
having difficulty completing the rota for the four weeks ahead.  New staff were coming into 
roles but they would have to work with four other care staff on each shift to start with… The 
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deputy manager asked the senior if she would do an extra shift in the following week, which 
would make a 55 hour week.  The senior agreed, but said she did not want to be in the senior 
role for all of those shifts as she said she would be too tired and did not want to be 
responsible for the medication when she was that tired.  The carer was in the middle of 
working a 55 hour week.  All three then talked about how tired they felt.’(Field Note, Tulip 
Grange)  
The leadership of an energetic and committed young manager was encouraging changes to 
address issues of concern raised in recent CQC inspections.  She engendered a sense of 
loyalty among the staff and, with the deputy manager, had established a direct and open style 
of communication in which care staff were both supported but also challenged:   
‘You heard me joke with her earlier I could just I could go into her office and talk about 
anything with her literally and she’d be there to listen and help me with it any way she could’ 
(Raymond, Care Assistant). 
 The sense of responsibility for residents felt by the staff seemed to be unacknowledged and 
unsupported by the owning company, as evident in cuts to the food budget and restrictions in 
available funds to pay for routine maintenance (including, for example, to repair a grill for 
preparing food).  Residents’ experiences often appeared highly constrained, with a lack of 
activity and lack of access to communal rooms inside the home and to the outside.  Detailed 
attention to certain needs was lacking e.g. around needs for finger food.   
‘…they said they would start giving her finger food which seems to be the same thing but 
without gravy….. there’s a nice cooked meal and it looked very nutritious but it’s not what 
Pam will eat so invariably you have to sit through an hour of agony.’ (Myra, daughter of a 
resident) 
14 
 
The staff group was energised by a shared sense of purpose in showing outsiders that the 
home had improved following the last CQC inspection. They supported each other through 
joking between staff, however, this spilt at times into ‘jollying’ of residents that was 
somewhat depersonalising.  The few more experienced staff were working long hours.  Here, 
compared with Daisy Court, a change of manager had produced positive innovations but 
these interventions did not seem sufficient to positively change all aspects of the care 
experience.  Written records of care had been criticised in inspection and this was accorded a 
high priority.   A relative commented that ‘money, imagination and the time spent writing 
care plans I think’ (Sara, daughter-in-law of a resident) limited the meaningful activity for 
residents. Concerns identified in regulatory inspections were being addressed, but there was a 
sense that the ‘means’ (care plans as a tool for good care) had become the ‘end’ as 
completing the care plans became the object of the task, with residents becoming incidental 
to their completion.   
Discussion and conclusion 
The interaction of similar organizational factors could have  distinct effects in different 
settings.  While a change of manager in Daisy Court did little to unify disparate factors, in 
Tulip Grange the new manager-staff relationship re-fuelled energies and built a sense of 
common purpose. In contrast to Sunny Rose and Crocus Row, however, the new relationships 
and common purpose were not sufficient to surmount infrastructure challenges.  While the 
built environment affected the staff work in Sunny Rose and Crocus Row, the culture, ethos 
and scope of the manager’s role mediated this impact differently within in each home.   
To date, there has been little exploration of this dynamic interaction between organizational 
factors.  Individual organisational factors have been shown by research drawing on US 
government databases and questionnaires to be associated with mistreatment of older people 
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in institutional settings 
(2, 23, 24)
.  However, finding out about the presence or absence of 
particular organizational factors will not elaborate the care experience in a particular setting.  
Also, importantly, it may provide little insight into whether an apparently sound care setting 
is robust and able to adapt and withstand changes and challenges, or whether the care 
provided will be vulnerable to seemingly incidental changes.  As such, care homes are 
operating as complex, open systems
(25)
.   
This analysis provides a means of thinking systemically about particular organizational 
interactions in care settings moving beyond providing a prioritised list of organizational 
factors, that by their individual presence or absence in particular situations, might flag up 
concerns about quality of care, risk of mistreatment, or might evidence solutions.   Instead the 
approach taken here suggests that relevant systems are emergent and that the dynamic 
interplay of factors can therefore reproduce identifiable patterns of practices, in ways that do 
not immediately present themselves to individual participants' perceptions
(26)
, but rather to 
the kind of analysis which we have provided. 
The analysis also demonstrates that straight forward zero- sum assertions about 
organisational factors, such as that use of agency staff will have a negative impact on care, or 
that leadership training will have a positive impact on care, are unlikely to illuminate.  This 
can suggest that proposed corrective actions may therefore  need to be directed not towards 
single individuals or features but as situated, context-aware and -responsive measures to 
address relevant relational issues.  Our research may therefore provide the basis for offering 
sensitising guides (see Table 2) to enable organisations, commissioners and regulators to 
attend to wider clusters of factors than they may have previously done in encouraging quality 
respectful practice in care homes provision.  Interactive and reflective processes are most 
likely to help staff, managers and regulators to identify and recognise institutional abuse.  
Staff, residents and relatives could make a greater contribution, helping identify key 
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organisational dynamics pertinent to the experience of care in any particular care home 
setting.   
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Table 1: Characteristics of the care homes in the sample of case studies 
Long term 
care setting  
 
Type of care home Characteristics Hours of 
observation 
Consenting 
participants 
 
Number of interviews 
Resident Relative Staff Visitor to home 
in professional 
capacity 
Peer 
researcher 
interviewer 
Sunny Rose Independent sector, 
single owner 
Rural location, 
residential care, 
generic registration 
 
40 
 
25 
 
7 
 
3 
 
10 
 
1 
 
None 
Poppy Fields Voluntary sector 
group 
Town location, 
residential care, 
generic registration 
 
40 
 
38 
 
12 
 
4 
 
16 
 
1 
 
2 resident 
Sunflower 
Place 
NHS provider City location, 
continuing care, 
dementia specialist 
 
35 
 
15 
 
None 
 
2 
 
14 
 
1 
 
5 staff 
Lily Park Public sector group 
provider 
City location, 
specialist 
residential 
dementia care 
 
31 
 
 
 
 
21 
 
 
1 
 
1 
 
 
 
11 
 
 
 
0 
 
 
 
2 resident 
Crocus Row Public sector group 
provider 
City location, 
residential care, 
generic registration 
 
26 
 
 
4 
 
1 
Iris House Public sector group 
provider 
City location, 
residential care 
 
45 
 
 
18 
 
 
8 
 
1 
 
9 
0  
1 relative 
2 resident 
Daisy Court Corporate provider 
chain 
Urban location, 
residential care 
with nursing 
 
48 
 
25 
 
6 
3 12 0  
2 resident 
Tulip 
Grange 
Corporate provider 
chain 
Rural location, 
residential care, 
dementia 
 
29 
 
25 
None 5 14 0  
2 relative 
Total    
294 
 
167 
 
38 
 
20 
 
86 
 
3 
 
16 
 
 
20 
 
Table  2 of indicative sensitising questions to guide situated analysis of interaction of organisational factors 
 
Organizational infrastructure, 
e.g. physical environment, 
type of provision 
 
 How are residents using the environment? 
 In what ways and to what extent does the infrastructure relate to the aims of 
the care home? 
 Are there means for identifying infrastructure problems? 
 In what ways can infrastructure problems be dealt with? 
 What organizational supports are available to maintain an appropriate 
physical environment? 
Management and procedures 
 
 What are the arrangements for developing and adapting procedures? 
 How many managers have been in post in recent years? 
 In what ways is leadership exercised? 
 What are the values underpinning care? 
Skills mix, training and 
numbers of staff 
 
 How is staff mobility affecting care? 
 How does staff mobility support transitions (e.g. between shifts – handovers, 
from established to new members of staff)? 
 How does the care provider maintain a fit between resident population needs 
and staff numbers/skill mix (e.g. staff ‘bank’ system, on-going training and 
recruitment, careful admissions policy)? 
Resident population:  
 
 How far do all residents have similar needs (for example needs for high 
support for physical care, help with orientation to time and place) or a wide 
range of disparate needs? 
 In what way are changing needs of the population of residents kept under 
review? 
 How is the resident population changing in the home over time?  For 
example have there been any changes in registration?  Have there been any 
changes in funding arrangements of the resident population? As residents’ 
needs change which residents (in terms of needs) are moving on and which 
residents are staying? 
21 
 
 How are different people’s needs for different types of support and activity 
balanced? 
Combined factors, e.g. 
culture of a home, routines:  
 
 In what ways can mistakes be talked about and what means are in place to 
understand them?   
 In what ways do the culture, ethos and routines of the home place value on 
specific aspects of care? 
 In what ways do the culture, ethos and routines of the home order residents’ 
and staff priorities for providing care? 
 How does the way the home is presented (e.g. ‘a home from home’) shape 
what is valued as good care? 
 
 
